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DISCUSSION: I. S. FALK*
We are grateful for this thoughtful and stimulating paper on "The Quality
of Medical Care" from Dr. Densen who has long been one of the most
constructive contributors on this important and perplexing subject. It is
important because quality is the characteristic that makes medical care
really worth having; it is perplexing because-despite great efforts over
decades-we have not yet made very much progress in defining, measuring,
or evaluating it.
Our generation has the good fortune to be witnessing advances in science
and technology-and presumably in the potentials for health care-at a pace
that is patently one of the miracles of the times. As progress proceeds and
accelerates, however, we become increasingly concerned about the gap
between the potential for health care and its application. The larger that
gap, the less complacent we can be about the significance and the value of
that progress. It is not enough to be able to say that medical care is better
today than it was, say, a decade or two or three ago; this could have been
said, with equal validity, in each of those earlier years when standards and
performances were at levels we would regard as unacceptable today. We
must judge the adequacy of medical care by both the resources and the
standards of our own times, conscious that adequacy involves not only the
kinds, the amounts and the actual availability of care but also its quality.
Kinds, amounts and availability we can define, describe, and measure
despite their increasing complexity; but how to measure quality? Dr.
Densen has indicated that there are two basic methods, and he has illustrated
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both. Briefly, to recapitulate, the method of "end results" measures quality
in terms of effectiveness in reducing mortality, morbidity, disability, or
functional incapacity, or through some other objective index; the method
of "medical audit" relies (explicitly or implicitly) on the comparison
between professional consensus on the nature or content of good care on the
one hand and the actual provision or receipt of care on the other. Surely
the method of "end results" is the more reliable where it is applicable or
feasible; and we must continue efforts to extend its use. Unfortunately, our
ingenuity has not yet become equal to our needs; and for many-perhaps
for most-of our needs we must rely extensively on peer judgments and
the methodology of the audit. Let us therefore not be apologetic when we
use the audit to assess quality, especially because it has some potentialities
that go far beyond what may be achieved through the method of "end
results."
In clinical medicine, review and audit of individual case histories is now
a common and even a regular practice in hundreds of hospitals and clinics;
and-through peer judgment and mutual education in the course of the
audit-the process is probably one of the most effective methods for main-
taining and upgrading the quality of what physicians and others do. In
hospitals, where much of medical care that is of the best quality is to be
found, progress has rested on the use of both methods. Limitation of the
privileges accorded the attending physician-as in surgery and obstetrics-
relies mainly on the method of "end results." Equally important, however,
has been the audit-first through the formulation of consensual standards
applicable to hospital organization and practices, and secondly through the
testing of performance against those standards. Accreditation of hospitals
and of postgraduate teaching and training programs (as with accreditation
of the professional schools themselves) has been one of the most powerful
methods for the qualitative improvement of medicine and public health.
Yet, admittedly, accreditation rests in considerable part on standards that
have little basis in the rigorous tests of "end results" within the hospital-
though vast experience supports the professional judgments that are the
basis for those standards. Would that we had equvialent systems for
observing, guiding, and safeguarding quality outside the hospital and the
organized ambulatory service.
Dr. Densen has wisely reminded us that quality of medical care is not to
be measured solely by clinical perspectives, but must also be viewed with
respect to the needs and interests of the patients and of the community as
a whole. Having said what we can about the quality of the physician's
service, shall we ignore what the patient thinks about that care, how he
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helps or hinders, and how he evaluates it? Or should we be much more
diligent than we have been in devising reliable methods of observing,
recording, and evaluating the patient's experiences, attitudes, and percep-
tions?
Beyond the physician and the patient there is still the larger canvas of
the whole society. Where quality is concerned, shall we leave the develop-
ment of medical care and its organization to whatever trends happen to
emerge from the laboratory, the hospital, the clinic, the office-and the
marketplace? Shall we concentrate wholly on the quality of care that is
furnished and ignore the quality of the care that is needed but is not
furnished by practitioners and is not received by patients? Here we are
confronted, again, with the gap between the capacity for medical care and
the actual performance. Here we move from the measurement of quality
to the application of such measurement-from the area of clinical testing
and evaluation to the application of epidemiology in the service of commu-
nity or national planning.
Hitherto, medical care has grown very rapidly but very unevenly-little
foreseen and, in the main, perhaps even less planned or directed. But now,
increasing public concern about health, widespread confidence in the value
of modern medical care, and massive demand for the benefits that modern
medicine can give conspire to add a new dimension to the inquiries into
quality of care. People want good medical care for themselves when they
need it; and they are saying that, as a matter of social policy, it should be
available to everybody in the community. We must therefore have answers
to such questions as: What is good care by today's standards-in clinical
medicine, in dental care, in mental health care and in community health
service?
As we wrestle with such questions in our own studies here at Yale, we
search constantly for clues and guidelines from the observations and studies
of "end results;" but, in the main, we have to fall back on the method of
peer judgment and medical audit. We therefore amend the primary ques-
tion: Not what is the content of good care, in any absolute sense; but what
is the best available professional judgment as to the content of good care-
for this kind of illness and that, for the young and the old, in one organiza-
tional setting or another? Then we ask: What are the implications of such
professional judgments, in the aggregate, for manpower needs, for the
numbers and kinds of hospitals and other facilities, for costs and financing,
and for the share of the gross national product necessary to convert the
potential of modern medical care into the realizable performance of actual
medical service? The consensual judgments upon which such standards
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must rest are constantly changing; the results of such studies, and their
applications, must therefore also be subject to periodic change. But this is
no fatal weakness, since our basic concern in medical care is not with some
esoteric or academic interest but with a common human need; and not
with answers that are necessarily durable, but with solutions that may be
useful for a time and that will stimulate the challenge to develop better
solutions subsequently.
I echo Dr. Densen's remarks that more research and improvement in
methods and standards are essential; and I hope I am also reflecting his
view when I express the opinion that-while supporting such research
generously-society is not content to wait on the future. Where quality of
medical care and maintenance of health are concerned, we should of course
continue to strive for larger knowledge and greater skill; but what may be
better tomorrow should not be the enemy of what may be good today.
Thus, I have taken these few minutes not to say anything Dr. Densen has
not already said, but toward sharpening some of the problems he has
presented and some of the questions he has raised-the more surely to
invite further discussion.
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